A 65-year-old woman without a history of diabetes mellitus was admitted for elective total knee arthroplasty for osteoarthrosis. There were no specific complaints except for knee flexion contractures, and the results of preoperative tests were unremarkable. On the day of surgery, the patient suffered from a hypoglycemic attack (52 mg/dL) after preoperative overnight fasting. A dextrose infusion immediately corrected the hypoglycemia, and a total knee arthroplasty was then performed. Although a hypoglycemic attack did not recur, further evaluation was required because of nausea that persisted after surgery. The morning serum cortisol level was 0.15 µg/dL with undetectable adrenocorticotropic hormone (ACTH), and the insulin-like growth factor-1 level was 9 ng/mL. An empty sella and bilateral adrenal atrophy were evident in imaging studies. ACTH and growth hormone (GH) did not respond to testing with corticotropin-releasing hormone and GH-releasing peptide-2, respectively. While serum cortisol did not increase on a rapid ACTH stimulation test, urinary free cortisol excretion responded to a prolonged ACTH stimulation test. Finally, the patient was diagnosed as having empty sella syndrome with ACTH and GH deficiencies. After the administration of hydrocortisone as maintenance replacement therapy, the patient's prolonged postoperative nausea disappeared. Adrenal insufficiency is latent in patients with hypoglycemia episodes. Because patients with adrenal insufficiency require appropriate perioperative corticosteroid supplementation, clinicians should give priority to identifying the underlying etiology of hypoglycemia over non-urgent elective surgery when these co-occur.
Introduction
Hypoglycemic attack is a clinical syndrome whereby a low glucose level results in neurogenic (adrenergic and cholinergic) or neuroglycopenic signs. Although a diverse etiology can lead to hypoglycemia, hypoglycemic agents are the main cause. 1 Indeed, patients with diabetes mellitus more frequently suffered from hypoglycemia than patients without diabetes. 2, 3 Although hypoglycemia can be quickly restored by carbohydrate supplementation in most cases, determining the underlying etiology is a crucial issue especially in patients without diabetes mellitus. This is because adrenal insufficiency, a possibly life-threatening condition, can be latent. Herein, we present a case of secondary adrenal insufficiency where a single hypoglycemic attack just before elective surgery was the only complaint.
Case Description
A 65-year-old woman was admitted for elective total arthroplasty for osteoarthrosis of the right knee. She had taken 50 µg levothyroxine once daily for ten years, but Table 1 ). The patient adhered nil per os after midnight before surgery. At 2 pm on the day of surgery, the patient suffered from dizziness just before entering the operating room. A low blood glucose level of 52 mg/dL was detected. A 10-g dextrose intravenous infusion swiftly resolved the dizziness and a hypoglycemic attack was subsequently diagnosed. Total knee arthroplasty was subsequently performed under general anesthesia with desflurane as scheduled, with an uneventful intraoperative course. However, nausea occurred and persisted after surgery. Although the patient was not given intravenous glucose solution after surgery, she did not report further dizziness and four times daily glucose measurements did not detect hypoglycemia.
On postoperative day 5, the patient was referred to the Department of Internal Medicine for further investigation of the preoperative hypoglycemic attack and the nausea following surgery. On examination, her body temperature was 36.5°C, blood pressure was 134/70 mmHg, and heart rate was regular at 70 beats per min. No remarkable findings were found for the head, neck, chest, abdomen, and extremities, except for a surgical scar on the right knee and alabaster-like pale skin that was first recognized as a possible sign of adrenal insufficiency. Repeated laboratory tests after surgery showed that the serum sodium concentration remained in the range of 138-142 mEq/L. A 75-g oral glucose tolerance test yielded unremarkable results for glucose and immunoreactive insulin (Figure 1 ). Insulin autoantibody was not detected using a radioimmunoassay (Cosmic Co., Tokyo, Japan). Table 2 shows the results of hormones measured on the morning of fasting. The serum cortisol level was extremely low, with undetectable levels of adrenocorticotropic hormone (ACTH) and dehydroepiandrosterone sulfate. A low insulin-like growth factor-1 level of 9 ng/mL was equivalent to −4.9 SD for 65-year-old Japanese women, but growth hormone (GH) was depleted. Since ACTH deficiency was strongly suggested, levothyroxine supplementation was immediately withdrawn. Magnetic resonance imaging of the pituitary revealed an empty sella ( Figure 2 ), and computed tomography of the abdomen showed bilateral atrophic adrenal glands but without a mass indicating hemorrhage ( Figure 3 ). On pituitary stimulation tests, ACTH and cortisol showed no response to exogenous corticotropin-releasing hormone, and GH responded poorly to GH-releasing peptide-2 (Figure 4) . While a conventional-dose rapid ACTH stimulation test using 250 µg synacthen showed a reduced cortisol response, urinary free cortisol excretion substantially increased during a prolonged ACTH stimulation test using 0.5 mg tetracosactide twice daily ( Figure 5 ). Finally, the patient was diagnosed as having empty sella syndrome with deficits in ACTH and GH. After hydrocortisone was orally administered at a dose of 5 mg/day, the nausea resolved. Hydrocortisone was gradually escalated to 15 mg/day, with the dose split three times a day. However, polyuria did not develop, indicating normal posterior pituitary function. Finally, the patient was uneventfully transferred to a rehabilitation hospital. The patient's GH deficiency was left untreated because she refused GH replacement therapy. Thyroid function tests on a follow-up outpatient visit showed free triiodothyronine at 2.07 pg/mL, free thyroxine at 1.33 ng/ dL and thyroid-stimulating hormone at 5.60 µIU/mL, all being unremarkable; levothyroxine was thus not restarted.
Discussion
Hypoglycemia among hospitalized patients is associated with an adverse clinical outcome, and can be classified into three levels: level 1, glucose concentration 54-70 mg/dL; level 2, glucose concentration <54 mg/dL; and level 3, altered mental and/or physical status requiring assistance. 4 Hypoglycemia is common in hospitalized patients with diabetes mellitus and in those in a critical-care setting under a tight glycemic control protocol. 2, 5 However, non-diabetic patients rarely show hypoglycemia during inpatient care outside of intensive care units; in one study, estimated frequencies were 50, 36, 13, 11, and 8 per 10,000 admissions, using cut-off values of 59, 54, 49, 45, and 40 mg/dL, respectively. 3 While hypoglycemic agents are a representative cause of hypoglycemia, the present case showed level 2 hypoglycemia despite the absence of the use of hypoglycemic agents. 1 Considering the completely depleted serum cortisol level identified later, this hypoglycemic attack may have been a warning sign of adrenal insufficiency. Diverse etiologies result in hypoglycemia. 1 For example, inborn errors of metabolism can be an underlying etiology especially in cases of hypoglycemia occurring when a patient is in a fasting state. 6 However, such errors do not explain this present case because these are basically transmitted as autosomal recessive traits and develop in infants or children. 6 A cortisol deficit gives rise to various clinical symptoms and signs comprising fatigue, appetite loss, weight loss, nausea, vomiting, and abdominal pain, as well as laboratory abnormalities such as hyponatremia and normochromic anemia. 7 Because these are non-specific, patients with adrenal insufficiency are often misdiagnosed as having a psychotic, psychiatric, or gastrointestinal disease. 8 Cortisol is a catabolic hormone influencing carbohydrate, lipid, and protein metabolism. Depleted cortisol increases insulin sensitivity in patients with adrenal insufficiency and is thought to involve hypoglycemia. 9 The hypoglycemia related to adrenal insufficiency is thought to be more common in neonates and children than in adults. 10, 11 Nevertheless, a recent study using a continuous glucose monitoring system reported a number of cases of nocturnal hypoglycemia in adult patients with adrenal insufficiency despite glucocorticoid replacement. [12] [13] [14] In Islamic culture, patients with adrenal insufficiency can suffer from hypoglycemia during Ramadan fasting, despite the continuance of glucocorticoid replacement therapy. 15 These reports indicate adrenalinsufficient adults are also prone to hypoglycemia, especially during fasting, and that the frequency may have been underestimated. For an early diagnosis, adrenal insufficiency must be considered if hypoglycemia due to an uncertain etiology is observed.
Strong increases in urinary free cortisol excretion during the prolonged ACTH stimulation test in this case suggests a central adrenal insufficiency. The observed alabaster-like pale skin also indicates a pituitary insult. 16 Because proopiomelanocortin-derived peptides released from the pituitary stimulate the melanocortin-1 receptor leading to skin pigmentation, patients with central adrenal insufficiency have pale skin, while almost all patients with primary adrenal insufficiency show hyperpigmentation. 16 A serum sodium concentration that was within normal range in this present case also indicates a pituitary insult rather than a primary adrenal insufficiency. Hyponatremia can occur in patients with secondary adrenal insufficiency due to a weakened glucocorticoid inhibition of vasopressin secretion. 17, 18 Because aldosterone secretion is preserved in patients with secondary adrenal insufficiency, however, the prevalence was reported to be less common compared with primary adrenal insufficiency. 19, 20 An adrenal crisis is a life-threatening event associated with a high mortality rate in patients with adrenal insufficiency. 21 Surgery is one of the representative causes of an adrenal crisis and accounts for 6-16% of cases. 21 To avoid the risk of this harmful condition, perioperative glucocorticoid supplementation for patients with adrenal insufficiency is vital. 22 Thus, a precise etiological diagnosis of hypoglycemia takes priority over non-urgent elective surgery, such as arthroplasty for osteoarthrosis. In addition, perioperative glucocorticoid coverage must be undertaken if adrenal insufficiency exists.
Conclusion
Determining the underlying etiology of hypoglycemia takes priority over non-urgent elective surgery when these co-occur because adrenal insufficiency, possibly a life-threatening condition, may be latent.
Abbreviations ACTH, adrenocorticotropic hormone; GH, growth hormone.
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